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-J (Continued) 


.. 42 CFR 435.223 LT 9. Individuals described below who would be eligible
for AFDC if coverage under theState's AFDC plan

. .  _... title IV-A:
were as broad as allowed under 


1902(a)(10) - Individuals ageunder
of-
21 (A)(ii) and .. . . 1905(a) of -20 

Act the -19 
-18 - Caretakerrelatives 

.....-..._ - Pregnantwomen 

-... . 

TN No. MS-91-44 

Supersedes Approval Date FEB 0 6 1992 effective
date
11/01/91
TN No. NA 

HCFA ID: 7983E 
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...- ...., 
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State : Missouri 

Citation(s)
Covered Groups Agency* 


42 CFR 435.230 


TN NO.MS-91-44 

Approval
date 


TN No. MS-86-22 


B. optional groups Other Than the medically Needy

(Continued) 


/T 10. 

a. 


b. 


C. 


d. 


States usins SSI criteria with agreements under 
sections 1616 and 1634 of the Act. 

The following groupsof individuals who receive 

only a State supplementary payment (but no
SSI 

payment) under an approved optional State 

supplementary payment program that meets the 

following conditions. The supplement is--


Based on need and paid in cash on a regular

basis. 


Equal to the difference between the 

individual's countable income and the income 

standard used to determine eligibility
for 

the supplement. 


Available to all individuals in the State. 


Paid to one or more of the classifications 

of individuals listed below, who wouldbe 

eligible for SSI except for the level of 

' their income. 

- (1) Allagedindividuals. 

- ' (2) All blind individuals. 

- (3) Alldisabledindividuals. 

HCFA ID: 7983E 
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Agency*
Citation(s) Groups Covered 


. B. Optional groups Other Than the Medically needy

(Continued)


. 

- (4) 

42 CFR 435.230 - (5) 

- (6) 

- (7) 

- (8) 

- (9) 

. .  

TN No. MS-91-44 


Agedindividuals in domiciliary

facilities or other group living 

arrangements as defined underSSI. 

Blindindividuals in domiciliary

facilities or other group living 

arrangements as defined under SSI. 


Disabledindividuals in domiciliary

facilities or other group living 

arrangements as defined under SSI. 


IndividualsreceivingaFederally

administered optional State supplement

that meets the conditions specified
in 

42 CFR 435.230. 


IndividualsreceivingaState 

administered optional State supplement

that meets the conditions specifiedin 

42 CFR 435.230. 


Individuals in additional 

classifications approved by the 

Secretary as follows: 


Approval
Supersedes Date r c @  n c 4QW effective
TN NO. MS-86-22 . L - - date u / o w 3 1  

. . HCFA ID: 

-.* :-..c 



Supersedes  

revision HCFA-PM-91- 4 ( BPD 1 ATTACHMENT 2.2-A 
AUGUST 199 1 page 16a

OM6 NO.: 0938-
State: Missouri 

Citation(s)
CoveredGroups Agency+ 


4	Optional groups Other Than the medically Needy

(Continued) 


The supplement varies in income standard
by political

subdivisions according to cost-of-living differences. 


- Yes. 

- No. 

The standards for optional State supplementary 

payments are listed in Supplement 6
of ATTACHMENT 

2.6-A. 


TN NO. MS-91-44 
Approval feb o L, .,;ii Effective Date 11/01/91Date 


TN No. NA 

HCFA ID: 7983E 
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Agency* Citation(s) Groups Covered 


B. 	 Optional Groups Other Than theMedically Needy

(Continued) 


42 CFR 435.230 /x/ 11. Section 1902 f f l  States and SSI criteria States 
435.121 without agreements under section 1616 or 1634 
1902(a)(10) of the Act. 

of the Act of individuals who receive

(A) (XI) 	

The following groups 

a State supplementary payment under an approved

optional state supplementary payment program

that meets the following conditions. The 

supplement is-


a. Based on need and paid in cash on a regular

basis. 


b. Equal to thedifference between the 

individual's countable income and the income 

standard used to determine eligibility for 

the supplement. 


c. Available to all individuals in each 
classification and available on a Statewide 
basis. 

d. Paid to one or
more of the classifications 

of individuals listed below: 


- (1) Allaged individuals. 

- (2) All blind individuals.X 


- (3) All disabled individuals. 

'N NO. 92-06 

supersedes Approval Date . JUN 2 9 1992 Effective Date January 1 I 1992 

'N No. 9 1-44 


HCFA ID: 79833 
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Agency* c i t a t i o n s  Covered Croups 

1902(a) (10)  -X 13. 	The fo l lowing  ind iv idua l s  who are  
desc r ibed  in sec t ion1902(8) (1O)(A)( i )of( A ) ( i i ) ( I X )  

and1902(1) 
of t h e  Act, 
P.L. 99-509 
( S e c t i o n s  
9401(a)and 
( b )  1 

t h e  Actwhoseincome l e v e l  ( e s t a b l i s h e d  

a t  an amount up t o  a p e r c e n t  of the 

Federa lnonfarmpover tyl ine)spec i f ied  i n  

Supplement 1 t o  attachment 2.6-A for a 

familyofthe same s i z e ,  i nc lud ingthe  

woman andinfant  or c h i l d  and who meet t h e  

r e s o u r c es t a n d a r d ss p e c i f i e di n  Supplement 2 t o  

ATTACHWENT 2.6-A: I 


(a) Women duringpregnancy(andduringthe 
l a s t  day of 

X 


x
-

60-day per iodbeginning on t h e  
pregnancy)andinfantsunderoneyear of 
age ( e f f e c t i v eA p r i l  1, 1987);  

(b) Chi ldren  who h a v e  a t t a i n e d  f i v e  y e a r s  of  
age  bu t  no t  a t t a ined  six years of  age; 

( c )  	Children born after September 30, 1983 and 
who are age six or older. 

Infantsandchi ldrencoveredunderi tems 13(a) 
throughabove who are  r e c e i v i n gi n p a t i e n t  
s e tv i ces  on  the  da t e  they  r each  the  m a x i m u m  age
for coverage  under  the  approved  p lan  w i l l  
c o n t i n u e  t o  b e  e l i g i b l e  f o r  i n p a t i e n t  s e r v i c e s  
u n t i l  t h e  e n d  of t he  stay f o r  which t h e  
i n p a t i e n t  services a r e  f u r n i s h e d .  

*Agency t h a t  d e t e r m i n e s  e l i g i b i l i t y  f o r  c o v e r a g e .  

T Y  YO. 	 MS-91-40 
Approval Date'OV  2 5 1991 e f f e c t i v eSupersedes d a t e  


T$ blo. MS-90-25 
HCFA ID: 1036P/00\5P 




.l 

the payment levels under the approved Sta te  
MDC plan are no lower than tho UDC payment
levels in effect under the approved AFDC plan 
on April 17 ,  1986. 

-17Yes. 

-/x/ 	Pot applicable.  The State does no t  ,provide 
coverageof t h i s  optional categorically
needy group 

-14. 	 In addition to individuals covered under 
item B.13. i n d i v i d u a l s  

( 8 )  who are 65 y e u s  of age or older or 
disabled 

-A8 dotermined under section 1614(8)(3)
of the  Act; or 

-Under the states mor8 re s t r i c t ive  
f inanc ia l  criteria or 

-under tho State's medically needy 
program as specified i n  
attachment 2 6-A. 

agency that  determines el igibi l i ty  for  coverage 

Tli lo. Ms-87-8 

supersedes Approval Date & a +  W? 

TYI lo, NA 


ef fec t ive  Date 4-1-87 

HCFA ID: 1036P/OOlSP 
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agency Citation(s1 


1902(a)(47)

and 1920 of 

the Act, 

P.L. 99-509 

(Section 

9407) 


C. 

435.301 


(BERC) 	 attachment 2.2-A 
Page 17c 
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G r o u p s  Covered 

-x 15. Pregnant women who meet the applicable
income levelsfor the categorically needy
specified in this plan under 
ATTACHMENT 2.6-A who are determined 
eligible by a qualified provider during a 
presumptive eligibility period in 


accordance withsection 1920 of the Act. 


optional Coverage of the medicallyNeedy 


This plan includes the medically needy. 


-Yes. This plan covers: 

1. 	 Pregnant women who, except for income and 
resources, would beeligible as 
categorically needy. 

*Agency that determines eligibility for coverage. 
, 

TN NO. MS-90-27 
Supersedes . Approval Date s[19 /q’ Effective Date 07/01/90 
Rl Ho. MS-87-8 

HCFA ID: 1036P/OOlSP 
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Citation(s)
Covered Groups Agency* 

. ..,-

B. 


TN No. MS-91-44 

Supersedes
Approval

TN NO. MS-86-22 


Optional Groups Other Than the medically needy 
(Continued) 

Aged individuals in domiciliary

facilities or other group living 

arrangements as defined underSSI. 


Blind individuals in domiciliary

facilities or other group living 

arrangements as defined underSSI. 


Disabled individuals in domiciliary
facilities or other group living 
arrangements as defined underS S I .  
Individuals receiving federally
administered optional State supplement
that meets the conditions specified in 
42 CFR 435.230. 

Individuals receivinga State 

administered optional State supplement

that meets the conditions specified in 

42 CFR 435.230. 


Individuals in additional 

classifications approvedby the 

Secretary as follows: 


Date FEB 0 6 1992 effectivedate 11/01/91 

HCFA ID: 7983E 


. .. 



Revision:  
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k. ' 

.-.~. &sLT.;+ OMB NO.: 0938-
State: Missouri 

*. 

Citation(s)
Covered Groups Agency* 


. - .. 

. .  

. .. .. 
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B. 	 optional Groups Other Than the Medically needy

(Continued) 


The supplement varies in income standard
by

political subdivisions according to 

cost-of-living differences. 


- Yes 

-x No 

The standards for optional State supplementary 

payments are listed in Supplement6 of 

ATTACHMENT 2.6-A. 


TN No. MS-91-44 

Approval Date 11/01/91
Supersedes Date fi 6 1 9 9  effective fectfve 

TN No. NA 
.HCFA ID: 7983E 


